Drug addiction treatment works best when it is not treated as a single event. A person rarely moves from active
addiction to stable recovery because of one appointment, one medication, or one 28-day stay. Recovery usually
requires a sequence of care that changes as the person’s health, safety, motivation, living situation, and relapse

risk change.

Ohio recognizes this reality in a practical way. The state requires a community-based continuum of care for
opioid and co-occurring drug addiction that includes detoxification options, outpatient services at different levels
of intensity, medication-assisted treatment, peer support, residential services, recovery housing, and multiple
pathways to recovery. That phrase, “continuum of care,” can sound like policy language, but in day-to-day
treatment it means something very concrete: people should be able to enter care at the level they need and

move up or down as their condition changes.

For families, the continuum can be confusing at first. One provider may recommend detox. Another may talk
about residential rehab. A third may suggest intensive outpatient treatment, medication, recovery housing, or
peer support. These recommendations are not necessarily competing ideas. Often, they are different points along

the same road.

Understanding the continuum helps people ask better questions, avoid mismatched placements, and plan

beyond the first few days of sobriety.

What “continuum of care” means in drug addiction treatment

A continuum of care is a coordinated range of services designed to meet people where they are. Someone who is
using opioids daily and at risk of withdrawal may need medical detoxification before therapy can begin in a
meaningful way. Someone who has already stopped using but is struggling with cravings, depression, family
conflict, or unstable housing may need outpatient treatment, medication-assisted treatment, peer support, or
recovery housing. Someone with severe symptoms, repeated relapse, or an unsafe home environment may need

residential treatment for a period of time.

The key idea is fit. Drug addiction treatment should match the person’s current clinical needs, not a generic idea
of what treatment “should” look like. A person in early withdrawal has different needs than a person three
months sober who is trying to return to work. A person with co-occurring depression or trauma may need a
different treatment plan than someone whose main challenge is physical dependence and relapse prevention. A
parent trying to stabilize family relationships may need family therapy in addition to individual counseling. A

person living with others who are actively using may need housing support as much as therapy.

In Ohio, this continuum is not just a preferred model. State law requires community-based services for opioid and
co-occurring drug addiction to include several specific components. That matters because it sets an expectation
that treatment should be broader than a single service. It also reinforces the importance of local systems that can

provide or connect people to different levels of care.

Certification and oversight in Ohio

Ohio treatment providers that deliver substance use disorder treatment must be certified by the Ohio
Department of Mental Health and Addiction Services under state law. For patients and families, certification is
one of the first practical checks to make when evaluating a program. It does not tell you everything about quality,
culture, staffing, or clinical fit, but it does establish that the provider is Go to this site operating within the state’s

regulatory framework.


https://www.recreateohio.com/addiction/opioid-addiction/

This is especially important because drug addiction treatment can involve vulnerable moments: withdrawal,
medication decisions, mental health crises, family pressure, legal consequences, and financial stress. Oversight
matters. A reputable provider should be able to explain what levels of care it offers, how assessments are
performed, what credentials its clinical staff hold, how medication-assisted treatment is handled if appropriate,

and how discharge planning works.

Ohio also uses OARRS, the state’s electronic database for controlled-substance dispensing information. The
system supports safer prescribing and can help identify people at risk of substance use disorder and connect
them with resources. In clinical practice, prescription monitoring is one part of a broader safety picture. It can
help prescribers understand medication histories and reduce the risk of dangerous combinations, duplicate
prescriptions, or unmanaged dependency. It is not a substitute for treatment, but it can support more informed

care.

Assessment: where the continuum begins

Before someone is placed in detox, residential treatment, outpatient care, or another service, a thorough
assessment should clarify what is actually happening. Good assessment is more than asking, “What drugs do you
use?” It looks at the pattern and severity of use, withdrawal risks, medical history, psychiatric symptoms,

medications, family environment, safety concerns, housing, legal involvement, and prior treatment experiences.

In real treatment settings, the details matter. Two people may both say they use opioids, but one may be
medically stable with strong family support and a safe place to sleep, while the other may be at risk of severe
withdrawal, using multiple substances, and experiencing panic attacks or suicidal thoughts. Those two people

should not automatically receive the same plan.

Assessment also helps identify co-occurring conditions. Ohio’s continuum specifically refers to opioid and co-
occurring drug addiction, which reflects a common clinical reality. Many people do not use one substance in
isolation. Alcohol, stimulants, benzodiazepines, cannabis, prescription medications, and opioids may overlap in
complicated ways. Mental health symptoms may be present before addiction, emerge during use, or intensify
during withdrawal. Sorting that out takes time, but the first assessment should at least identify immediate risks

and point toward the right level of care.
A useful assessment should answer several practical questions:

1. Is withdrawal likely to be medically risky or difficult to manage without detoxification?

2. Is the person safe in their current living environment?

3. Are there co-occurring mental health symptoms that require active treatment?

4. What level of structure is needed to reduce relapse risk right now?

5. What supports will be needed after the first phase of care ends?
Those questions sound simple, but they often prevent poor placement. A person who needs detox may fail in
outpatient care because withdrawal overwhelms them. A person who needs outpatient flexibility may resist

residential placement because it disrupts work or family responsibilities. A person who needs recovery housing

may leave treatment motivated but return to an environment that quickly pulls them back into use.

Detoxification: ambulatory and sub-acute care

Detoxification is often the first level people think of when drug addiction treatment begins. In Ohio’s continuum,

both ambulatory and sub-acute detoxification are included. These terms describe different levels of structure and



monitoring.

Ambulatory detox generally refers to withdrawal management in a less intensive, non-residential setting when
clinically appropriate. It may fit someone whose withdrawal risk can be managed safely without 24-hour care and
who has reliable support, transportation, and the ability to follow medical instructions. It is not the right match

for everyone. If someone has severe withdrawal risks, unstable medical or psychiatric symptoms, or a home

environment where continued use is likely, a higher level of care may be needed.

Sub-acute detoxification involves more structure for people who need closer monitoring but may not require
hospital-level care. It can be especially important when withdrawal symptoms are significant enough to threaten
early recovery but do not necessarily require an acute medical hospitalization. The goal is not simply to “get
clean.” The goal is to stabilize the person physically and emotionally enough to engage in the next step of

treatment.

One of the common mistakes families make is treating detox as the whole solution. Detox can be essential, but
by itself it does not teach relapse prevention, repair relationships, address trauma, build coping skills, or create a

recovery plan. It clears the runway. The flight still has to happen.

After detox, the next step should already be arranged or at least clearly planned. When someone completes
withdrawal management and then waits days or weeks for follow-up care, the risk of relapse can rise. The body
may be drug-free, but cravings, habits, emotional triggers, and social pressures remain. A strong continuum

closes that gap.

Residential and inpatient-style rehab

Residential services are part of Ohio’s required continuum, and for many people they provide the structure that
early recovery needs. Residential treatment removes the person from daily triggers and places them in a
therapeutic environment where treatment is the main focus. This can be appropriate when outpatient care is not

enough, when home life is unstable, or when the person needs a higher degree of accountability and support.

Some programs describe this level as residential treatment, while others use terms like inpatient rehab. The exact
terminology can vary, so it is worth asking what the program actually provides. Is there 24-hour staffing? What
clinical services are offered? How are medical needs handled? Does the program treat co-occurring mental health

conditions? What happens after discharge?



Recreate Behavioral Health of Ohio, also called Recreate Ohio, is located in Gahanna, just outside Columbus. The
organization describes its Ohio facility as offering detox, residential or inpatient rehab, and outpatient treatment.
It also describes the facility as providing a full continuum of care and offering primary mental health services in a
residential treatment setting. For people in central Ohio, having several levels of care connected through one
provider may reduce some of the friction that occurs when patients have to transfer between unrelated

programs.

Residential treatment often includes a mix of individual therapy, Addiction Treatment in Ohio group therapy,
family work, psychoeducation, relapse-prevention planning, and medication support when appropriate. Recreate
states that treatment at its Ohio facility may include cognitive behavioral therapy, dialectical behavior therapy,
EMDR, medication-assisted treatment, individual therapy, group therapy, family therapy, and couples therapy.

Those services reflect the range many patients need, because addiction rarely affects only one area of life.

The trade-off with residential care is that it requires time away from ordinary responsibilities. Work, childcare,
school, and family obligations can make admission difficult. But for some people, that temporary disruption is
what makes stabilization possible. A person who has tried outpatient treatment repeatedly while living in a high-
risk environment may benefit from stepping into a structured setting where recovery is protected long enough to

gain traction.

Outpatient treatment: non-intensive and intensive options

Ohio’s continuum includes both non-intensive and intensive outpatient services. This distinction matters.
Outpatient treatment is not one thing. It can range from periodic counseling to a structured program meeting

several times per week.

Non-intensive outpatient care may work for someone with lower relapse risk, stable housing, reliable
transportation, and enough support to practice recovery skills between sessions. It can also serve as continuing
care after residential treatment or intensive outpatient treatment. For many people, this level becomes the long-
term clinical anchor: regular therapy, medication management when needed, relapse-prevention work, and

monitoring of mental health symptoms.

Intensive outpatient treatment, often called IOP, offers more structure while allowing the person to live at home
or in recovery housing. It can be a step down from residential treatment or a step up when standard outpatient
counseling is not enough. IOP may be especially useful for people who need frequent group therapy,

accountability, and clinical contact but do not require residential placement.

The advantage of outpatient care is integration. People practice recovery while facing real life: commuting, family
stress, workplace triggers, bills, loneliness, and old routines. The disadvantage is the same thing. Real life can
overwhelm early recovery if the person does not yet have enough support. That is why placement should be

based on clinical need, not convenience alone.

A thoughtful outpatient plan should not rely only on attendance. Showing up matters, but recovery depends on
what changes between sessions. Are cravings being managed? Is the person avoiding high-risk contacts? Are
family members changing their own patterns? Is medication being taken as prescribed? Is sleep improving? Are
mental health symptoms stabilizing? These are the markers that tell clinicians whether the current level of care is

enough.

Medication-assisted treatment


http://www.bbc.co.uk/search?q=Addiction%20Treatment%20in%20Ohio

Medication-assisted treatment is included in Ohio’s continuum of care, and it remains one of the most important
tools in treatment for opioid addiction when clinically appropriate. The phrase can be misunderstood.
Medication-assisted treatment does not mean medication replaces recovery work. It means medication is used as

part of treatment to reduce risk, stabilize symptoms, and support engagement in care.

For opioid addiction, medication can reduce cravings and lower the physical pressure that often drives relapse.
Some people need medication during early stabilization. Others may benefit from longer-term treatment. The
right approach depends on the person'’s history, medical condition, prior response to treatment, preferences, and

risk profile.

Stigma remains a barrier. Families sometimes ask when the person will be “off everything,” as if the fastest route
away from medication is always the healthiest one. In practice, the better question is whether the treatment plan
reduces harm, improves functioning, and supports sustained recovery. For some people, medication-assisted
treatment is a bridge. For others, it is a longer-term support. Both can be legitimate when guided by qualified

professionals.

Medication decisions should be paired with counseling, monitoring, and planning. If someone receives
medication but has no support for trauma, depression, housing instability, or family conflict, treatment may still
be incomplete. Likewise, therapy without medication may not be enough for a person with intense opioid

cravings and repeated relapse. A continuum allows these supports to work together rather than compete.

Peer support and multiple pathways to recovery

Peer support is also part of Ohio’s continuum. This is not a minor add-on. Many people disclose fears, cravings,
shame, and relapse warning signs more readily to someone who has lived experience in recovery. Peer support
can help translate clinical recommendations into daily action. It can also reduce isolation, which is one of the

quiet drivers of relapse.

The phrase "multiple pathways to recovery” is equally important. Recovery does not look identical for everyone.
Some people build recovery through 12-step meetings. Others connect with different mutual-help communities,
faith-based support, therapy-centered recovery, medication-supported recovery, family involvement, wellness
practices, or combinations of these. A mature treatment system does not force every person into one mold. It

helps people find a path that is safe, sustainable, and grounded in accountability.

This flexibility does not mean anything goes. Recovery plans still need structure. They should address relapse risk,
mental health, physical health, relationships, and daily routines. But within that structure, people often do better
when the plan respects their values and circumstances. A young adult, a middle-aged parent, a veteran, and a

person with chronic pain may all need different recovery supports.

Recovery housing and the environment after treatment

Recovery housing fills a critical gap between treatment and independent living. It can be especially valuable for
people who cannot safely return home after detox or residential care. If the home environment includes active

substance use, conflict, isolation, or easy access to drugs, even a motivated person can struggle.

Recovery housing provides a substance-free living environment with expectations around accountability and
recovery participation. It is not the same as residential treatment. The clinical intensity is usually different, but the
environmental support can be just as important. Many people underestimate how much daily surroundings
shape recovery. The route home from work, the person texting late at night, the bedroom associated with using,

the lack of routine after dinner, these details can carry relapse risk.



A good discharge plan should consider housing early, not on the final day of treatment. If recovery housing is
needed, waiting until discharge can create unnecessary pressure. The same is true for outpatient appointments,
medications, peer support, transportation, and family expectations. The period immediately after a higher level of

care is one of the most important transitions in the continuum.

Treating mental health alongside addiction

Co-occurring mental health conditions are common in drug addiction treatment. Anxiety, depression, trauma-
related symptoms, grief, mood instability, and emotional dysregulation can all affect substance use and relapse
risk. Sometimes drugs begin as an attempt to manage symptoms. Sometimes prolonged substance use worsens

or creates psychiatric symptoms. Often, both are true in different ways.

Ohio’s continuum refers to opioid and co-occurring drug addiction, but in real clinical care, co-occurring mental
health needs must also be taken seriously. Recreate Ohio states that it offers primary mental health services in a
residential treatment setting. It also lists therapies such as CBT, DBT, and EMDR among services that may be part

of treatment. Each has a different clinical purpose.

CBT, or cognitive behavioral therapy, often helps people identify thoughts and behaviors that maintain addiction
or emotional distress. DBT, or dialectical behavior therapy, can be useful for emotion regulation, distress
tolerance, and interpersonal skills. EMDR is commonly associated with trauma treatment. These therapies are not
interchangeable, and not every patient needs all of them. The clinical value comes from matching the method to
the person’s needs.

Family and couples therapy can also matter. Addiction changes family systems. Loved ones may become
frightened, controlling, avoidant, resentful, or exhausted. Trust may be damaged. Communication often narrows
into crisis management: Are you using? Where were you? Why did you lie? Therapy can help families move from

surveillance and reaction to boundaries, support, and clearer expectations.

Holistic supports: useful when they support the clinical plan

Some treatment programs include holistic or experiential supports alongside core clinical care. Recreate states
that its Ohio facility may provide options such as yoga and mindfulness, art therapy, adventure therapy, equine

therapy, Reiki, acupuncture, chiropractic care, fitness and wellness activities, and nutrition education.

These services should be understood in the right frame. They are not replacements for detoxification, therapy,
medication-assisted treatment, or psychiatric care when those are needed. Their value is usually supportive.
Mindfulness may help someone notice cravings before acting on them. Fitness can improve sleep and mood.
Nutrition education may help restore routines after chaotic substance use. Art therapy can give patients another
way to process experiences that are hard to verbalize. Adventure or equine-based activities may help some

people practice trust, patience, and emotional regulation in a different setting.

The caution is that holistic language can be overused in addiction marketing. Families should ask how these
services fit into the treatment plan. Who provides them? How often are they offered? Are they optional or
integrated? How does the clinical team decide what is appropriate? When holistic supports are grounded and
well-supervised, they can enrich treatment. When they are used as decoration without strong clinical care

underneath, they should not distract from the essentials.

Moving between levels of care



The best continuum is responsive. People may step down from detox to residential treatment, from residential
treatment to intensive outpatient care, from IOP to standard outpatient therapy, and from there into longer-term
recovery supports. Others may enter at outpatient care and later need a higher level if relapse risk increases.
Movement in either direction should not be treated as failure. It is clinical adjustment.

For example, a person may complete residential treatment with strong motivation but feel overwhelmed after
returning home. If cravings increase and attendance becomes inconsistent, stepping up to intensive outpatient
treatment may prevent a full relapse. Another person may begin in IOP, stabilize quickly, rebuild family routines,
and step down to weekly outpatient therapy. A third may need recovery housing after residential care because

going home would mean living with someone still using drugs.

Continuity is especially important during transitions. The handoff from one level to the next should include clear
appointments, medication plans, emergency contacts, transportation planning, and relapse warning signs.

Patients should leave each phase knowing what happens next, not simply hoping they can figure it out.

Questions families should ask before choosing care

Families often call treatment providers during a crisis, when emotions are high and time feels short. It helps to
have a small set of questions ready. The goal is not to interrogate the provider but to understand whether the

program can meet the person’s needs.

1. Are your substance use disorder treatment services certified in Ohio?
2. Which levels of care do you provide directly, and which do you refer out?

3. How do you assess whether someone needs detox, residential treatment, intensive outpatient care, or

standard outpatient care?
4. Do you offer or coordinate medication-assisted treatment when appropriate?

5. How do you plan for discharge, recovery housing, peer support, and ongoing care?

The answers should be specific. A provider does not need to promise a perfect outcome, because no ethical
program can do that. But it should be able to explain its process. Vague assurances are less useful than a clear

description of assessment, treatment planning, family involvement, medication practices, and continuing care.

What realistic progress looks like

Recovery progress is not always dramatic. Sometimes it looks like a person sleeping through the night for the
first time in weeks. Sometimes it is a family session where a parent stops lecturing and starts listening. Sometimes
it is a patient admitting cravings before relapse happens. Sometimes it is taking medication consistently,

attending group even when embarrassed, or choosing recovery housing instead of returning to an unsafe
apartment.

Drug addiction often narrows a person'’s life. Treatment should gradually widen it again. The early focus may be
withdrawal, safety, and stopping use. Then attention shifts to emotional regulation, relationships, routines,
physical health, work, legal responsibilities, and meaning. The continuum matters because these needs do not

appear all at once, and they cannot all be solved at the same level of care.

There are also setbacks. A relapse does not erase prior progress, but it does provide information. Was the level of
care too low? Was medication missing or inconsistent? Did the person return to a high-risk environment? Were
mental health symptoms untreated? Did discharge happen without enough support? A strong treatment team

uses setbacks to revise the plan, not to shame the patient.



The practical promise of Ohio’s continuum

Ohio’s continuum of care for drug addiction treatment reflects a simple clinical truth: people need different kinds
of help at different moments. Ambulatory and sub-acute detoxification can support early physical stabilization.
Residential services can provide structure and safety. Non-intensive and intensive outpatient programs can help
people practice recovery in daily life. Medication-assisted treatment can reduce risk and support stability. Peer
support can bring lived experience and connection. Recovery housing can protect the fragile period after
treatment. Multiple pathways to recovery allow care to fit the person rather than forcing the person to fit one

model.

For someone seeking treatment in Ohio, the most important step is not choosing the most intense option by
default or the easiest option by convenience. The most important step is getting a careful assessment and
entering a level of care that matches the real risks and needs in front of them. From there, the plan should keep
moving. Recovery is built through continuity: the next appointment, the next safe place to live, the next honest

conversation, the next skill practiced before a craving peaks.

Drug addiction treatment is strongest when it is connected, flexible, and clinically grounded. Ohio’s continuum
provides the framework. The work is making sure each person can move through that framework with the right
support at the right time.



